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Abstract
Background: Hepatic steatosis confers an increased risk of metabolic and cardiovascular disease and higher health
services use. Associations of the single nucleotide polymorphisms (SNP) PNPLA3 rs738409 and TM6SF2 rs58542926
with hepatic steatosis have recently been established. This study investigates the association between rs738409 and
rs58542926 with health services utilization in a general population.
Methods: Data of 3759 participants from Study of Health in Pomerania (SHIP), a population-based study in Germany,
were obtained. The annual number of outpatient visits, hospitalization and length of hospital stay was regressed on
rs738409 and rs58542926 and adjusted for socio-economic factors, lifestyle habits, clinical factors, and health status.
Results: Minor allele homozygous subjects of rs738409 had an increased odds of hospitalization as compared to major
allele homozygous subjects (odds ratio [OR] 1.51; 95 % confidence interval [CI], 1.02 to 2.15). Heterozygous subjects
did not differ from major allele homozygous subjects with respect to their odds of hospitalization. The three genotype
groups of rs738409 were similar with respect to the number of outpatient visits and inpatient days. Minor allele
homozygous and heterozygous subjects of rs58542926 had higher outpatient utilization (+53.04 % and +67.56 %,
p < 0.05, respectively) and inpatient days than major allele homozygous subjects.
Conclusions: After adjustment for several confounding factors, PNPLA3 rs738409 and TM6SF2 rs58542926 were
associated with the number of outpatient visits, hospitalization, and inpatient days. Further studies are warranted to
replicate our findings and to evaluate whether genetic data can be used to identify subjects with excess health
services utilization.
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Background
Despite remarkable progress in our understanding of the
genetic architecture of cardiometabolic diseases, which
account for substantial direct and indirect health care
costs, it is unclear whether genetic information is
associated with health services utilization and costs. The
speed of discovery of genetic variants for common
diseases has increased rapidly, leading to a debate how
this information might be useful to improve screening
for and stratified treatment of common disorders. One
potential application is the use of genetic data to im-
proved identification of disease susceptibility in initially
healthy individuals and to focus preventive measures on
those at the highest risk of future disease [1, 2].
Similarly, the present study builds upon this work by
investigating whether genetic data is related to health
services utilization.
Many previous studies have tried to explain variation
in health services utilization, including predictive model-
ling of health care costs and risk-adjustment models for
health insurers, and typically include socio-demographic
variables, clinical conditions or diagnoses, medication
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data and self-rated health status [3–5]. The role of
genetic data has received little attention in the area of
health services research, despite its consistent association
with morbidity in some areas. For example, a strong
association of PNPLA3 rs738409, a single nucleotide
polymorphism (SNP) in the patatin-like phospholipase
domain-containing 3 (PNPLA3) gene, with liver fat
content, fibrosis, cirrhosis and non-alcoholic fatty liver
(NAFLD)-related hepatocellular carcinoma has been
reported [6–9]. Recently, TM6SF2 rs5842926 has been
associated with liver fat fraction, severity of steatosis, and
fibrosis [10, 11].
Previous work suggests that hepatic steatosis might
lead to several comorbidities including the metabolic
syndrome [12, 13] and cardiovascular diseases [14, 15].
These conditions result from a complex interplay
between genetic and environmental factors and pose a
huge economic burden on health care systems. Conse-
quently, hepatic steatosis has also been related to in-
creased future health care costs and hospitalization [16].
Because clinical conditions associated with hepatic
steatosis are producing substantial health care costs, it is
reasonable to assume that genetic variants in the
PNPLA3 and TM6SF2 genes, as promoters of liver fat,
might be associated with health care utilization. We
assumed different mechanisms by which these SNPs
might affect health services utilization. Accordingly, we
tested whether the following mediators might, at least in
part, explain potential associations between SNPs and
health services utilization outcomes: ultrasound hepatic
steatosis, serum alanine aminotransferase, ferritin, meta-
bolic syndrome, waist circumference, body mass index,
triglycerides, high-density lipoprotein (HDL) cholesterol,
blood pressure, serum glucose, and glycated hemoglobin
(HbA1c) [17–21].
Methods
Study participants
The presented data were derived from the population-
based Study of Health in Pomerania (SHIP). The study
design has previously been described in more detail [22].
In brief, a multistage random sample was drawn from
the population aged 20 to 79 years of West Pomerania, a
north-eastern coastal region of Germany. The examina-
tions were conducted between 1997 and 2001. From the
7008 initially sampled subjects, 6265 were eligible for
the study and 4308 participated (response proportion
68.8 %). We excluded participants with positive findings
for hepatitis B surface antigen or presence of anti-
hepatitis C virus antibodies (n = 28). In addition, partici-
pants who had DNA with of insufficient genotyping
quality (n = 227); with missing data on the hepatic ultra-
sound measurement (n = 70), missing self-reports of
liver cirrhosis (n = 6), hospitalization (n = 17), smoking
(n = 19), and missing values for ferritin (n = 20), creatinine
(n = 21) and waist circumference measurements (n = 7)
had to be excluded. The analysis sample included 3759
subjects. All participants gave written informed consent
and the study was approved by the ethics committee of
the University of Greifswald. Weighting was used to adjust
for bias due to differences in responses, probabilities of
selection, and discrepancies between data from official
statistics and our samples with regard to demographic and
geographical distributions [23].
Data collection and measures
Information on socio-economic characteristics, lifestyle
habits, medication use and health services utilization
was collected by trained and certificated medical staff
during a standardized computer-assisted personal inter-
view. Number of outpatient visits was measured using
two questions: (1) Have you visited a physician (general
practitioner or specialist) in the past year? and (2) If
“yes,” how often did you visit a particular physician in
the past year? Subjects responded to a list of 18 different
types of physicians and specialists. The analyses were re-
stricted to general health services and excluded visits to
dentists. Inpatient service was measured by asking the
participants if they had been hospitalized at least once in
the past 12 months and by further probing for the num-
ber of hospitalized days during the past year if they
answered affirmatively [16].
All participants underwent an extensive medical exam-
ination including the collection of a blood samples and a
sonographic examination of the abdomen, performed by
trained and certified physicians using a 5 MHz trans-
ducer and a high resolution instrument (Vingmed VST
Gateway Santa Clara, CA). The sonographers were
unaware of the participant’s clinical and laboratory
characteristics. A hyperechogenic pattern was defined as
the presence of an ultrasonographic contrast between
hepatic and renal parenchyma [16]. Hepatic steatosis
was defined as the presence of a hyperechogenic liver
pattern.
Educational attainment was estimated by recording
years of schooling completed. Income was included as
“equalized” household income (in €), applying the
Luxembourg Income Study recommendation to divide
the household income by the square root of the number
of household members [24]. Alcohol consumption was
assessed using a beverage-specific quantity-frequency
measure [25]: number of days with alcohol consumption
(beer, wine, spirits) and average daily alcohol consump-
tion for such a day over the past month. Average daily
consumption (in grams pure ethanol per day) was
calculated by multiplying frequency and amount, using
beverage-specific standard ethanol contents [25]. Study
participants provided information about whether they
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had ever smoked cigarettes regularly (never, past only,
current). Waist circumference was measured to the
nearest 0.1 cm using an inelastic tape midway between
the lower rib margin and the iliac crest in the horizontal
plane, with the subject standing comfortably with weight
distributed evenly on both feet. We used body mass
index (BMI) ≥ 30 for obesity. Systolic and diastolic blood
pressures were measured on the right arm of rested and
seated participants using a digital blood pressure moni-
tor (HEM-705CP, Omron Corporation, Tokyo, Japan).
The second and third blood pressure measurements
were averaged and used for analysis. A non-fasting
venous blood sample was obtained from all study partic-
ipants between 07:00 AM and 04:00 PM [26] photo-
metrically (Hitachi 704 and 171, Roche, Mannheim,
Germany). Serum ferritin levels were determined by an
immunoturbidimetric assay (Cobas Micra Plus, F.
Hoffmann-La Roche Ltd). Serum low-density lipoprotein
(LDL) cholesterol and HDL cholesterol were precipitated
and measured photometrically (Boehringer). A total
cholesterol/HDL ratio ≥ 5 indicated dyslipidemia [27].
Triglycerides and glucose were determined enzymatically
using reagents from Roche Diagnostics (Hitachi 717,
Roche Diagnostics, Mannheim, Germany). Serum alanine
aminotransferase (ALT) was measured photometrically
(Hitachi 704 and 171, Roche, Mannheim, Germany) [16].
HbA1c was determined by high-performance liquid
chromatography (Bio-Rad Diamat Analyzer, Munich,
Germany). The creatinine concentration (Jaffé method)
was determined on a Hitachi 717 (Roche Diagnostics,
Mannheim, Germany). The estimated glomerular filtration
rate (eGFR) was estimated according to the MDRD-
formula and expressed in mL/min/1.73 m2 [28].
The metabolic syndrome was defined as the presence
of at least three of the following five components [29]:
(1) central obesity (waist circumference ≥94 cm in men
and ≥80 cm in women); (2) reduced HDL: non-fasting
HDL <1.03 mmol/L in men and <1.29 mmol/L in women,
drug treatment for reduced HDL is an alternate indicator
[30]; (3) elevated blood pressure: systolic ≥130 mmHg
and/or diastolic ≥85 mmHg or antihypertensive drug
treatment; (4) hypertriglyceridemia: non-fasting plasma
triglycerides ≥2.3 mmol/L or drug treatment for elevated
triglycerides [30]; (5) hyperglycemia: non-fasting glucose
level of ≥8.0 mmol/L (≥144 mg/dL) or drug treatment of
elevated glucose [30].
The definition of other comorbidities was based on
self-reported physician’s diagnosis or self-reported use of
medication. Medical history included a recall of physi-
cian’s diagnosis of a list of 15 chronic conditions includ-
ing diabetes, myocardial infarction, angina pectoris,
congestive heart failure, obesity, arthritis, osteoporosis,
chronic obstructive pulmonary disease, neurological dis-
ease (such as multiple sclerosis or Parkinson’s disease),
upper gastrointestinal disease (ulcer, hernia, reflux),
stroke, anxiety, and depression. Comorbid health status
was measured by the Functional Comorbidity Index
(FCI), which is a summary measure of comorbid diseases
selected and weighted according to their association
with physical functioning [31].
Genotyping
Genotyping was performed using the Human SNP 6.0
Array (Affymetrix, Santa Clara, CA, USA). Hybridisation
of genomic DNA was genotyped according to the manu-
facturer’s standard recommendations. Genotypes were
determined using the Birdseed2 clustering algorithm.
For quality control purposes, several control samples
where added. On the chip level, only subjects with a
genotyping rate on QC probe sets (QC call rate) of at
least 86 % were included. All remaining arrays had a
sample call rate > 92 %. Imputation of genotypes in SHIP
was performed with the software IMPUTE [32] v0.5.0
based on HapMap II CEU (rs738409) or IMPUTE v2.2.2
based on 1000Genomes v3 ALL populations reference
panel (rs58542926). Because rs738409 and rs58542926
were not directly genotyped on the array but available in
the imputed dataset, the best-guess genotypes of this
SNP were used for the subsequent analyses by assigning
the genotype having the highest probability after imput-
ation to the corresponding individual. Quality score of
imputation measured via observed by expected variance
ratio of the genotypes was 0.96 for rs738409 and 0.99 for
rs58542926, where quality scores may range from 0 to 1
and a value of 1 indicates nearly perfect imputation
quality.
Statistical analyses
Categorical data were expressed as percentages; con-
tinuous data were expressed as arithmetic mean (SD).
Annual numbers of outpatient visits and inpatient days,
income, alcohol intake and ferritin were log-transformed
and the geometric means (SD) are reported, as they
followed approximately a log-normal distribution. Since
the number of annual outpatient physician visits exhib-
ited a skewed and discrete distribution, the traditional
linear (least square) regression model was inappropriate
[33]. Therefore a negative binomial model was used to
evaluate the association of PNPLA3 rs738409 and
TM6SF2 rs5842926 with the number of outpatient visits
[33]. Transformations to rate ratios [i.e. exb(ß)] were
performed, which describe the percent change in the
outcome. The number of inpatient days among those
with hospital stay was estimated using a zero-truncated
negative binomial regression and expressed as rate ratios
[33]. We examined the relation of PNPLA3 rs738409
and TM6SF2 rs5842926 and risk of hospitalization using
a logistic regression model. Results from logistic
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regressions were expressed as odds ratio (OR), with cor-
responding 95 % confidence intervals (CI). We adjusted
regression models for variables known to be correlated
with health services use. Model 1 was adjusted for age,
sex, education, income, alcohol intake, smoking status,
and GFR. Model 2 added the FCI. Next, we investigated
whether a potential association between PNPLA3 rs738409
and TM6SF2 rs5842926 and health services utilization
might be mediated by ultrasound hepatic steatosis, serum
alanine aminotransferase, ferritin, metabolic syndrome,
waist circumference, body mass index, triglycerides, high-
density lipoprotein (HDL) cholesterol, blood pressure,
serum glucose, and HbA1c [17–21]. We therefore per-
formed models that additionally included each of these
intermediate factors (models 3 to 13 in Tables 2 and 3).
Internal validation of the models was performed using
a 10-fold cross-validation [34]. The performance of the
regression models was evaluated using Nagelkerke’s R2
[34] (all models), root mean squared error and mean
prediction error (number of outpatient visits, number of
inpatient days) [3], and the area under the receiver oper-
ating characteristics (AUC) curve (hospitalization) [34].
The AUC of models without and with SNPs were com-
pared using the method of DeLong and Clark-Pearson
for correlated data [35]. We reported the median of all
assessments of the Nagelkerke R2, mean prediction error,
and AUC across the 10 cross-validations [34]. We
performed bootstrap validation of all regression models
using 300 replications as a sensitivity analysis [36].
Because the findings of the bootstrap validation were
almost identical to those from the cross-validation, we
reported only the results from the cross-validation pro-
cedure. Bias-corrected 95 % confidence intervals (CI)
were reported [37]. Stata 13.1 SE was used for statistical
analyses (Stata Corporation, College Station, TX, USA).
Results
Socio-economic factors, lifestyle habits, clinical factors
and comorbidities by PNPLA3 rs738409 and TM6SF2
rs58542926
The socio-economic, lifestyle and clinical characteristics
according to genotypes of PNPLA3 rs738409 and TM6SF2
rs58542926 are shown in Table 1. Regarding PNPLA3
rs738409, hospitalizations during the last year and annual
number of inpatient days were higher in minor allele
homozygous subjects (GG) than in major allele homozy-
gous subjects (CC). Minor allele homozygous subjects also
revealed a higher prevalence of hepatic steatosis and
increased ALT, were older, exhibited lower waist circum-
ferences, suffered less frequently from angina pectoris and
arthritis than major allele homozygous subjects. Both
groups were similar regarding the number of annual
outpatient visits, sex, level of education, income, alcohol
intake, smoking, and other clinical variables.
Furthermore, comparing the heterozygous subjects
(CG) with major allele homozygous subjects, heterozy-
gous subjects more frequently exhibited hepatic steatosis
and increased ALT and had a lower waist circumference.
Both groups did not differ regarding the probability of
hospitalization during the last year, the annual number
of inpatient days as well as other socio-economic, life-
style, and clinical factors (Table 1). Minor allele homozy-
gous subjects (TT) of TM6SF2 rs58542926 more often
had hepatic steatosis and more annual outpatient and
inpatient days than major allele homozygous subjects
(CC). Minor allele homozygous subject also had lower
educational attainment, higher ferritin, lower LDL and
total cholesterol, and lower triglyceride levels. Heterozy-
gous subjects (CT) of TM6SF2 rs58542926 more fre-
quently hepatic steatosis, increases ALT, lower LDL
cholesterol, lower total cholesterol, and higher triglycer-
ides than major allele homozygous subjects.
Regression analyses of PNPLA3 rs738409and TM6SF2
rs58542926 with outpatient services utilization and
hospitalization
Results of regression models for the association between
PNPLA3 rs738409 and health services utilization and
hospitalization are summarized in Table 2. Logistic regres-
sion analysis revealed that minor compared to major allele
homozygous subjects had 1.51 higher odds (95 %-CI:
1.02–2.15) of hospitalization after adjustment for age, sex,
education, income, alcohol intake, smoking status, waist
circumference, and GFR (Table 2, model 1). Further
adjustment for comorbid conditions did not attenuate the
OR (Table 2, model 2). In contrast, genotype groups did
not differ with regard to the numbers of annual outpatient
and inpatient visits, after full adjustment. In addition,
heterozygous subjects did not differ from major allele
homozygous subjects regarding the annual number of
outpatient visits, odds of hospitalization, and the annual
number of inpatient days.
We assumed that the association between PNPLA3
rs738409 and health services utilization might be medi-
ated by hepatic steatosis, ALT, ferritin, the metabolic
syndrome, waist circumference, BMI, triglycerides, HDL,
systolic blood pressure, serum glucose or hbA1c (Table 3,
models 3 to 13). We found that the point estimates for
the association of PNPLA3 rs738409 with health services
utilization were largely unchanged after adjustment for
any of these hypothesized mediators (except for serum
glucose), which provides little evidence that these mea-
sured phenotypes are intermediate steps on the causal
pathway from PNPLA3 rs738409 to hospitalization.
Next, we regressed health services utilization out-
comes on TM6SF2 rs58542926 (Table 3). Heterozygous
subjects (CT) and minor homozygotes (TT) had an ap-
proximately 53 % (95 % CI: 18.3–67.6) and 68 % (95 %
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Table 1 Characteristics of study participants by PNPLA3 rs738409 and TM6SF2 rs58542926
PNPLA3 rs738409 TM6SF2 rs58542926
CC CG GG CC CT TT
N (%) 2238 (59.6 %) 1347 (35.8 %) 173 (4.6 %) 3471 (80.6 %) 580 (13.5 %) 28 (0.7 %)
Annual number of outpatient visitsa 7.5 (2.5) 7.5 (3.5) 7.5 (2.6) 4.9 (2.2) 7.3 (2.6) 7.9 (2.5)*
Hospitalization during the last year, % 14.1 14.2 19.7* 7.4 13.7 14.6
Annual number of inpatient days among subjects
with hospitalization during the last year, daysa
9.7 (2.6) 9.7 (2.3) 10.6 (2.5)* 6.9 (1.2) 9.6 (2.5) 11.1 (2.5)**
Age, years 49.91 (16.28) 49.40 (16.58) 50.00 (15.83) 49.3 (16.2) 48.7 (16.5) 47.4 (16.1)
Female, % 50.7 50.6 56.7* 50.1 54.7 74.1
School education (<10 years), % 39.1 37.7 39.1 38.4 40.3 33.3*
Equivalent household income, €a 852 (1.7) 833 (1.8) 879 (1.7) 852 (1.7) 807 (1.8) 929 (1.6)
Alcohol intake, g/da 7.3 (3.5) 7.5 (3.4) 5.9 (2.5)** 7.5 (3.5) 6.9 (3.5) 5.1 (3.9)
Regular smoking, % 29.7 32.3 28.3 30.4 31.3 25.9
Body mass index, kg/m2 27.3 (4.8) 27.1 (4.8) 26.9 (4.8) 27.3 (4.5) 27.3 (4.8) 26.2 (4.3)
Obesity, % 26.8 24.1 22.0 25.3 28.1 14.8
Waist circumference, cm 90.0 (14.0) 88.4 (13.8)** 87.3 (13.3)** 89.2 (13.9) 89.2 (14.2) 84.4 (13.1)
Systolic blood pressure, mmHg 135.6 (20.7) 135.6 (20.7) 136.2 (20.8) 132.4 (18.5) 136.0 (21.2) 134.6 (20.8)
Hypertension, % 51.9 52.8 52.6 37.0 52.9 49.1
Ferritin, μg/la 68.4 (2.7) 68.6 (2.6) 61.56 (2.58) 68.2 (2.6) 68.5 (2.7) 66.6 (3.0)
Hepatic steatosis, % 27.4 31.9** 39.9** 28.4 36.3** 44.4*
Increased ALT (>75th percentile), % 17.9 22.7** 28.3** 19.4 24.2* 29.6
GFR, ml.min.1.73 m2 79.5 (15.1) 80.0 (15.1) 79.8 (15.1) 79.5 (15.1) 80.9 (14.8) 78.8 (11.1)
High-density lipoprotein cholesterol, 1.45 (0.45) 1.46 (0.43) 1.49 (0.43) 1.45 (0.44) 1.48 (0.43) 1.50 (0.39)
Low-density cholesterol, mmol/l 3.59 (1.18) 3.54 (1.13) 3.54 (1.25) 3.59 (1.25) 3.50 (1.10)* 2.75 (1.27)**
Total cholesterol, 5.80 (1.28) 5.72 (1.19) 5.76 (1.32) 5.79 (1.25) 5.69 (1.22)** 4.82 (1.43)**
Dyslipidemia (TC/HDL-C ratio ≥ 5), % 27.8 25.8 24.3 27.6 24.0 14.8
triglycerides 1.91 (1.57) 1.80 (1.36) 1.78 (1.31) 1.89 (1.46) 1.74 (1.62)** 1.34 (1.53)**
Serum glucose 5.70 (1.87) 5.62 (1.67) 5.53 (1.76) 5.66 (1.81) 5.70 (1.81) 5.45 (1.00)
HbA1c, % 5.45 (0.97) 5.42 (0.88) 5.34 (0.84) 5.44 (0.92) 5.42 (0.99) 5.38 (0.49)
Diabetes, % 8.0 7.6 6.9 7.7 8.6 7.4
Upper gastrointestinal disease (ulcer, hernia, reflux), % 1.6 2.1 1.7 1.7 2.1 3.7
Myocardial infarction, % 3.4 3.3 3.5 3.3 3.4 3.9
Angina pectoris, % 5.0 3.4* 1.7* 3.9 5.8* 7.4
Congestive heart failure, % 12.51 10.62 14.45 22.2 12.0 11.1
Arthritis 7.2 7.3 11.6* 7.4 7.7 11.1
Osteoporosis 4.7 4.3 4.1 4.5 4.9 0
Chronic obstructive pulmonary disease, % 6.1 5.0 4.6 5.6 5.4 14.8
Multiple sclerosis or Parkinson’s disease, % 0.5 0.2 0 0.4 0.2 0
Stroke or TIA, % 2.3 1.6 1.7 2.1 1.7 0
Peripheral vascular disease, % 1.4 1.0 0.6 1.4 0 0
Degenerative disc disease, % 37.2 35.0 38.2 36.6 35.4 40.7
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CI: 28.3–134.6) higher number of annual outpatient
visits then major homozygotes after adjustment for age,
sex, education, income, alcohol, and GFR (Table 3,
model 1). Further adjustment for comorbid conditions
slightly increased effect sizes (Table 3, model 2). To
evaluate mediation, we tested whether including as-
sumed intermediate variables change the effect sizes
(Table 3, model 3 to 13). Point estimates were slightly
attenuated after adding the metabolic syndrome, waist cir-
cumference, triglycerides and serum glucose to model 1.
Likewise, TM6SF2 rs58542926 was an independent
predictor of length of hospital stay. Minor heterozygous
subjects had a 123 % (95 %-CI: 33.1–276.0) and heterozy-
gous subjects a 85 % (95 % CI: 18.9–188.8) higher number
of annual hospital days than major homozygotes (Table 3,
model 1). Inclusion of metabolic syndrome and its single
components attenuated point and variance estimates
(Table 3, models 3 to 13).
Incremental predictive power of PNPLA3 rs738409and
TM6SF2 rs58542926
To examine the incremental predictive power for predic-
tion of annual outpatient visits and correct for optimistic
prediction, we conducted cross-validation of all regres-
sion models. We computed measures of predictive per-
formance for model 2, model 2 plus each of the SNPs,
and model 2 plus both SNPs (Table 4). Adding both
SNPs to model 2 resulted in small changes in the R2
values, mean squared errors, absolute prediction error,
and AUC.
Discussion
Previous studies have reported a consistent association of
PNPLA3 rs738409 and TM6SF2 rs58542926 with hepatic
steatosis [7–11, 38, 39], which results in increased future
health care expenditures [16]. Accordingly, we hypothe-
sized that PNPLA3 rs738409 or TM6SF2 rs58542926
might be useful to identify subjects who would have
increased health services utilization. Therefore, we corre-
lated PNPLA3 rs738409 and TM6SF2 rs58542926 directly
with different measures of health services utilization in a
general population sample. We observed that the minor
allele of PNPLA3 rs738409 was associated with increased
odds of hospitalisation. Similarly, both minor allele
homozygous and heterozygous subjects of TM6SF2
rs58542926 exhibited a higher number of annual out-
patient visits and more hospital days. We also investigated
mediation by variables related to fatty liver disease and
components of the metabolic syndrome. The regression
coefficients of PNPLA3 rs738409 and TM6SF2 rs58542926
were essentially unchanged upon adjustment for measured
hepatic steatosis, ALT or ferritin but attenuated after inclu-
sion of features of the metabolic syndrome. This indicates
that components of the metabolic syndrome might be
intermediate variables on the pathway from PNPLA3
rs738409 and TM6SF2 rs58542926 to health services
utilization. Inclusion of the SNPs only marginally improved
the predictive performance of models predicting the num-
ber of outpatient visits, hospitalization, and the number of
inpatient days.
The reasons for the significant association of PNPLA3
rs738409 and TM6SF2 rs58542926 with outpatient and
inpatient services utilization even after controlling for
multiple covariables are not entirely clear. One possible
explanation is that SNPs are associated with unmeasured
phenotypes that cause health care outcomes that were
not included in our regression models. Some assess-
ments of chronic diseases were based on self-report data
from our standardized interview, which is less specific
and might result in misclassification further increasing
the likelihood of detecting false-positive association. An-
other possible explanation is that PNPLA3 rs738409 and
TM6SF2 rs58542926 is not directly responsible for the
association but is in linkage disequilibrium with another
SNP, which might have introduced genetic confounding.
As far as we know, this is the first population-based
study that uses genetic data as correlates of health ser-
vices utilization and investigates whether adding genetic
information to a predictive model of established health
services predictors improves prediction. The findings
gave some indications that individual genetic data might
be useful in screening for excess health services utili-
zation and costs. Access to health care is unrestricted in
Germany and cost of treatment is either covered by
private or statutory health insurance. Screening based on
genetic information has not been introduced in Germany.
However, for making decisions regarding genetic testing it
has to be considered that the inclusion of genotype
Table 1 Characteristics of study participants by PNPLA3 rs738409 and TM6SF2 rs58542926 (Continued)
Anxiety, % 23.5 22.9 22.0 23.2 23.0 33.3
Depression, % 12.4 12.8 17.9* 12.6 13.9 14.8
Functional Comorbidity Indexa 1.6 (1.7) 1.6 (1.6) 1.7 (1.7) 1.6 (1.6) 1.6 (1.6) 1.7 (1.6)
Entries are mean (SD) or % unless indicated differently
GFR glomerular filtration rate, TC total cholesterol; HDL High-density lipoprotein cholesterol
aGeometric mean (geometric SD)
*p < .05
**p < .01 for comparisons with CC-allele from t-test (continuous variables) or Fisher’s exact test (categorical variables)
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Table 2 Associations of PNPLA3 rs738409 with health utilization and hospitalization (n = 3759)
Reference: PNPLA3 rs738409 CC Effect on annual outpatient
visits, % Bootstrap (95 %-CI)a
Hospitalization, OR
Bootstrap (95 %-CI)
Effect on annual inpatient days,
% Bootstrap (95 %-CI)a
Model 1 (age, sex, school education, income,
alcohol intake, smoking status, GFR)
CG −3.17 (−9.00, +4.08) 1.01 (0.83, 1.21) −9.00 (−25.12, +7.10)
GG +2.93 (−12.9, +21.7) 1.51 (1.02, 2.15)* +7.38 (−22.45, +42.87)
Model 2: model 1 + Functional Comorbidity Index
CG −2.43 (−8.5, +3.5) 1.03 (0.89, 1.23) −10.31 (−23.1, +10.44)
GG +1.81 (−11.62, +18.29) 1.51 (1.01, 2.28)* +7.49 (−21.24, +48.61)
Model 3: Model 2 + hepatic steatosis
CG −2.64 (−8.89, +2.65) 1.03 (0.83, 1.23) −11.30 (−26.33, +8.15)
GG +1.98 (−9.49, +19.92) 1.54 (1.03, 2.17)* +7.51 (−23.45, +59.25)
Model 4: Model 2 + ALT
CG −2.33 (−8.82, +4.83) 1.04 (0.85, 1.26) −9.90 (−23.65, +3.81)
GG +2.84 (−9.20, +21.91) 1.56 (1.02, 2.27)* +8.80 (−22.86, 50.62)
Model 5: Model 2 + ferritin
CG −2.41 (−7.74, +5.52) 1.02 (0.85, 1.20) −11.3 (−25.02, +7.89)
GG +1.57 (−12.67, +25.28) 1.49 (1.01, 2.35)* +7.42 (−67.07, +49.20)
Model 6: Model 1 + metabolic syndrome
CG −2.45 (−8.97, +4.41) 1.03 (0.84, 1.31) −9.73 (−24.1, +10.60)
GG +4.13 (−9.85, +24.94) 1.53 (1.02, 2.28)* +6.23 (−24.49, +40.60)
Model 7: Model 1 + waist circumference
CG −2.48 (−9.04, +4.56) 1.02 (0.84, 1.23) −9.34 (−25.14, +7.67)
GG +4.18 (−9.17, +20.31) 1.51 (1.02, 2.26)* +7.29 (−22.41, +50.45)
Model 8: Model 1 + BMI
CG −2.74 (−8.65, +4.67) 1.02 (0.85, 1.22) −9.44 (−23.11, +8.88)
GG +3.31 (−14.11, +20.54) 1.51 (0.99, 2.23)* +6.75 (−28.51, +43.60)
Model 9: Model 1 + triglycerides
PNPLA3
CG −2.70 (−8.43, +5.48) 1.02 (0.87, 1.31) −7.83 (−23.36, +10.71)
GG +3.16 (−11.65, +23.22) 1.51 (1.01, 2.21)* +7.02 (+22.9, +58.96)
Model 10: Model 1 + HDL cholesterol
CG −2.83 (−9.55, +3.89) 1.005 (0.83, 1.25) −9.52 (−23.12, +7.25)
GG +3.24 (−7.22, +23.89) 1.52 (1.02, 2.22)* +7.97 (−27.34, +44.13)
Model 11: Model 1 + systolic blood pressure
CG −2.69 (−8.49, +3.44) 1.02 (0.85, 1.24) −9.03 (+26.12, +10.44)
GG +3.44 (−14.57, +19.68) 1.52 (1.03, 2.32)* +7.02 (−22.73, +43.84)
Model 12: Model 1 + serum glucose
CG −2.92 (−9.10, +4.59) 1.02 (0.83, 1.22) −9.59 (−24.54, +12.97)
GG +3.30 (+11.4, +23.1) 1.49 (1.02, 2.24)* +6.06 (−24.05, 43.55)
Model 13: Model 1 + hbA1c
CG −3.32 (−9.67, +4.24) 1.02 (0.83, 1.22) −9.20 (−23.78, +7.61)
GG +4.44 (−11.01, +26.81) 1.52 (0.96, 2.05)* +7.79 (−21.70, +41.90)
Model 1 included age, sex, school education, income, alcohol intake, smoking status, eGFR
Bias-corrected Bootstrap confidence intervals
CI confidence interval
aPercent change compared to the ‘CC-genotype’ group
*p -value < 0.05
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Table 3 Associations of TM6SF2 rs58542926 with health utilization and hospitalization (n = 3759)
Reference: TM6SF2 rs58542926 CC Effect on annual outpatient visits,
% Bootstrap (95 %-CI),a
Hospitalization, OR
Bootstrap (95 %-CI)
Effect on annual inpatient
days, % Bootstrap (95 %-CI),a
Model 1 (age, sex, school education, income,
alcohol intake, smoking status, eGFR)
CT +53.04 (+18.33, +115.29)* 1.93 (0.67, 5.03) +85.33 (+18.94, +188.78)*
TT +67.56 (+28.28, +134.59)* 1.81 (0.59, 5.08) +123.74 (+33.14, +275.97)*
Model 2: model 1 + Functional Comorbidity Index
CT +57.82 (+23.62, +113.43)* 1.96 (0.68, 5.56) +94.01 (37.83, 173.1)*
TT +69.79 (+31.60, 145.43)* 1.82 (0.72, 5.75) +133.49 (51.86, 259.0)*
Model 3: Model 2 + hepatic steatosis
CT +56.54 (+15.03, +110.21)* 1.93 (0.78, 5.44) +93.36 (+35.99, +174.93)*
TT +69.28 (+24.58, +130.01)* 1.80 (0.68, 5.10) +132.83 (+51.83, +257.1)*
Model 4: Model 2 + ALT
CT +56.51 (+19.96, +112.33)* 1.91 (0.65, 4.98) +91.50 (+40.32, +161.36)*
TT +69.65 (+31.38, 136.92)* 1.79 (0.63, 5.04) +131.08 (+53.60, 247.63)*
Model 5: Model 2 + ferritin
CT +55.75 (+21.37, +106.99)* 1.83 (0.63, 5.38) +94.00 (+37.65, +173.43)*
TT +69.09 (+31.92, +134.08)* 1.73 (0.56, 4.98) +133.47 (+52.00, +259.61)*
Model 6: Model 1 + metabolic syndrome
CT +45.21 (+7.26, +107.45)** 1.81 (0.65, 5.34) +74.58 (+13.38, +168.79)**
TT +60.48 (+14.54, 124.9)* 1.73 (0.68, 5.63) +114.92 (+30.05, +255.17)*
Model 7: Model 1 + waist circumference
CT +49.27 (7.63, +95.57)* 1.92 (0.80, 5.12) +90.50 (+32.88, +73.10)*
TT +63.27 (+23.38, +138.34)* 1.79 (0.70, 4.71) +131.9 (+47.56, 264.6)*
Model 8: Model 1 + BMI
CT +50.28 (+12.46, 106.67)* 1.92 (0.58, 5.49) +92.70 (+27.32, 191.65)*
TT +64.73 (+23.39, +119.28)* 1.80 (0.55, 5.21) +133.3 (+41.87, 283.35)*
Model 9: Model 1 + triglycerides
CT +50.08 (+15.38, +195.16)* 1.89 (0.68, 5.61) +83.47 (+16.35, +189.29)*
TT +65.92 (+23.72, +120.61)* 1.79 (0.62, 5.14) +119.17 (+29.87, 269.89)*
Model 10: Model 1 + HDL cholesterol
CT +50.69 (+15.98, +238.0)* 1.89 (0.69, 5.14) +77.12 (+11.73, +180.78)**
TT +66.26 (+26.23, +158.59)* 1.75 (0.64, 5.04) +116.1 (+27.42, +266.50)*
Model 11: Model 1 + systolic blood pressure
CT +53.16 (+22.27, +141.1)* 1.93 (0.60, 5.09) +84.63 (+18.88, +186.75)*
TT +66.64 (+30.17, 167.93)* 1.77 (0.51, 4.73) +124.11 (+33.36, +276.62)*
Model 12: Model 1 + serum glucose
CT +50.51 (+13.57, +105.38)* 1.91 (0.64, 5.50) +82.57 (+17.68, 183.2)*
TT +63.36 (+21.72, 116.9)* 1.81 (0.58, 5.47) +121.82 (+32.44, 271.50)*
Model 13: Model 1 + hbA1c
CT +53.38 (+21.00, +109.69)* 1.94 (0.82, 5.74) +85.09 (+18.75, +188.49)*
TT +67.02 (+29.44, 23.17)* 1.82 (0.72, 5.52) +122.18 (+32.83, 275.01)*
Model 1 included age, sex, school education, income, alcohol intake, smoking status, eGFR
Bias-corrected Bootstrap confidence intervals
CI confidence interval
a Percent change compared to the ‘CC-genotype’ group
*p-value < 0.01
**p-value < 0.05
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information in our multivariable models with established
predictors of health care utilization did not improve pre-
diction and an external replication of our findings needs
to be conducted to support our data.
The ethical and economic implications of genetic
screening need to be examined before any recommenda-
tions can be made [40]. False-positive screening results
can lead to additional diagnostic tests or cause unneces-
sary anxiety and thereby needless increase in health care
use [41]. It is essential that genetic screening and its
consequences are transparent and adequately under-
stood by the target population [42, 43]. A serious critical
ethical issue of genetic testing is the potential for dis-
crimination and stigmatisation of individuals and groups.
To assess genetic screening, economic evaluations need
to be performed [44].
Our study has several strengths and limitations that
need to be considered. Major strengths of this study in-
clude the sample size, the comprehensive clinical
characterization, strict quality control procedures and
standardized protocol as well as trained and certified
staff for all data acquisitions. However, due to the non-
fasting status of our participants a non-standard defin-
ition of the metabolic syndrome had to be applied [30]
and it is not clear how this could have affected our esti-
mates. Health care utilization outcomes were assessed
using questionnaire self-reports. The usual limitations of
this approach apply, especially the underreporting in
self-reports and incomplete assessment of services.
However, relative effects, which are of primary interest
in this study, may be less biased than absolute numbers.
Claims data containing the direct medical cost would
help to improve the validity of the findings. Further-
more, the study was performed in a Caucasian, Euro-
pean population. This is not clear whether the observed
findings are generalizable to other populations. Subjects
that refused to take part in the study might have been dif-
ferent from participants with regard to health services
utilization and their genetic profile, which might have in-
troduced selection bias. Another possible limitation of this
study is the imputation of SNPs and the lack of
information about the specific causes of hospitalization.
Conclusions
In conclusion, the study illustrated that genetic
information might be associated with health services
utilization. Further studies in independent cohorts are
needed to replicate our findings.
Table 4 Predictive power of models with established health utilization predictors without and with SNPs: results of the 10-fold
cross validation
Statistical evaluation criteria Annual outpatient visits Hospitalization Annual inpatient days
Median (Nagelkerke R2)
Model 2 22.62 1.61 0.0175
Model 2 + PNPLA3 rs738409 22.96 1.74 0.0138
Model 2 + TM6SF2 rs58542926 20.33 1.56 0.0218
Model 2 + PNPLA3 rs738409 + TM6SF2 rs58542926 22.73 1.99 0.0268
Median (root mean squared error) –
Model 2 8.70 8.111
Model 2 + PNPLA3 rs738409 8.78 7.121
Model 2 + TM6SF2 rs58542926 8.69 7.422
Model 2 + PNPLA3 rs738409 + TM6SF2 rs58542926 8.68 7.174
Median (absolute prediction error) –
Model 2 5.89 3.605
Model 2 + PNPLA3 rs738409 5.97 3.548
Model 2 + TM6SF2 rs58542926 6.01 3.565
Model 2 + PNPLA3 rs738409 + TM6SF2 rs58542926 6.07 3.594
Area under ROC curve (p-value for comparison to model 2) – –
Model 2 0.605
Model 2 + PNPLA3 rs738409 0.605 (0.846)
Model 2 + TM6SF2 rs58542926 0.606 (0.868)
Model 2 + PNPLA3 rs738409 + TM6SF2 rs58542926 0.606 (0.965)
Model 2: age, sex, school education, income, alcohol intake, smoking status, eGFR, Functional Comorbidity Index
ROC receiver operating characteristic
Köpp et al. BMC Health Services Research  (2016) 16:41 Page 9 of 11
Abbreviations
AUC: area under the receiver operator curve; BIC: Bayesian Information
Criterion; CC: major allele homozygous subjects; CG: heterozygous subjects;
CI: confidence interval; FCI: Functional Comorbidity Index; GFR: glomerular
filtration rate; GG: minor allele homozygous subjects; HDL-C: high-density
lipoprotein cholesterol; OR: odds ratio; PNPLA3: patatin-like phospholipase
domain-containing 3; SHIP: Study of Health in Pomerania; SNP: Single
Nucleotide Polymorphism; TC: total cholesterol.
Competing interests
The author(s) declare that they have no competing interests.
Authors’ contributions
JK: acquisition of data; statistical analysis; drafting of the manuscript; SF, WL,
MRM, PM: critical revision of the manuscript for important intellectual
content; AT, GH, HW: critical revision of the manuscript for important
intellectual content; acquisition of data; HV: critical revision of the manuscript
for important intellectual content, obtained funding, study concept and
design; acquisition of data. SEB: critical revision of the manuscript for
important intellectual content; statistical analysis; study concept and design;
study supervision. All authors read and approved the final manuscript.
Acknowledgements
SHIP is part of the Community Medicine Net (http://www.medizin.uni-
greifswald.de/cm/) of the University of Greifswald funded by grants from the
German Federal Ministry of Education and Research (BMBF, grant 01ZZ96030,
01ZZ0701). Genome-wide data have been supported by the Federal Ministry of
Education and Research (grant no. 03ZIK012) and a joint grant from Siemens
Healthcare, Erlangen, Germany and the Federal State of Mecklenburg-West
Pomerania. The University of Greifswald is a member of the ‘Center of Knowledge
Interchange’ program of the Siemens AG. This work is also part of the
research project ‘Greifswald Approach to Individualized Medicine (GANI_MED)’.
The network GANI_MED is funded by the BMBF (grant 03IS2061A). Pfizer
provided partial grant support for the determination of plasma samples and
data analysis. The contributions to data collection made by field workers, study
physicians, ultrasound technicians, interviewers, and computer assistants are
gratefully acknowledged. There are no conflicts of interest.
Grant support
German Federal Ministry of Education and Research (grant 01ZZ96030, 01ZZ0701,
03IS2061A); Federal Ministry of Education and Research (grant no. 03ZIK012);
Siemens Healthcare, Erlangen, Germany and Federal State of Mecklenburg-West
Pomerania (joint grant); Pfizer Deutschland GmbH (partial grant support).
Author details
1Department of Community Medicine, University Medicine Greifswald,
Walther-Rathenau-Straße 48, 17475 Greifswald, Germany. 2Department of
Health Care Management, Ernst Moritz Arndt University of Greifswald,
Friedrich-Loeffler-Straße 70, 17489 Greifswald, Germany. 3Institute for
Epidemiology, Christian Albrechts University, Niemannsweg 11, 24105 Kiel
Kiel, Germany. 4Department of Functional Genomics, Ernst Moritz Arndt
University of Greifswald, Greifswald, Germany. 5Institute of Clinical Chemistry
and Laboratory Medicine, University Medicine Greifswald,
Ferdinand-Sauerbruch-Straße, 17475 Greifswald, Germany. 6Institute for
Epidemiology and Preventive Medicine, University of Regensburg,
Franz-Josef-Strauß-Allee 11, D-93053 Regensburg, Germany.
Received: 5 April 2015 Accepted: 29 January 2016
References
1. Ioannidis JP. Prediction of cardiovascular disease outcomes and established
cardiovascular risk factors by genome-wide association markers. Circ
Cardiovasc Genet. 2009;2(1):7–15.
2. Thanassoulis G, Vasan RS. Genetic cardiovascular risk prediction: will we get
there? Circulation. 2010;122(22):2323–34.
3. Fishman PA, Goodman MJ, Hornbrook MC, Meenan RT, Bachman DJ,
O'Keeffe Rosetti MC. Risk adjustment using automated ambulatory
pharmacy data: the RxRisk model. Med Care. 2003;41(1):84–99.
4. Fleishman JA, Cohen JW, Manning WG, Kosinski M. Using the SF-12 health
status measure to improve predictions of medical expenditures. Med Care.
2006;44(5 Suppl):I54–63.
5. Newhouse JP, Manning WG, Keeler EB, Sloss EM. Adjusting capitation rates
using objective health measures and prior utilization. Health Care Financing
Rev. 1989;10(3):41–54.
6. Trepo E, Nahon P, Bontempi G, Valenti L, Falleti E, Nischalke HD, et al.
Association between the PNPLA3 (rs738409 C > G) variant and hepatocellular
carcinoma: Evidence from a meta-analysis of individual participant data.
Hepatology. 2014;59(6):2170–7.
7. Valenti L, Al-Serri A, Daly AK, Galmozzi E, Rametta R, Dongiovanni P, et al.
Homozygosity for the patatin-like phospholipase-3/adiponutrin I148M
polymorphism influences liver fibrosis in patients with nonalcoholic fatty
liver disease. Hepatology. 2010;51(4):1209–17.
8. Romeo S, Kozlitina J, Xing C, Pertsemlidis A, Cox D, Pennacchio LA, et al.
Genetic variation in PNPLA3 confers susceptibility to nonalcoholic fatty liver
disease. Nat Genet. 2008;40(12):1461–5.
9. Kotronen A, Johansson LE, Johansson LM, Roos C, Westerbacka J,
Hamsten A, et al. A common variant in PNPLA3, which encodes
adiponutrin, is associated with liver fat content in humans. Diabetologia.
2009;52(6):1056–60.
10. Liu YL, Reeves HL, Burt AD, Tiniakos D, McPherson S, Leathart JB, et al.
TM6SF2 rs58542926 influences hepatic fibrosis progression in patients with
non-alcoholic fatty liver disease. Nat Commun. 2014;5:4309.
11. Kozlitina J, Smagris E, Stender S, Nordestgaard BG, Zhou HH, Tybjaerg-
Hansen A, et al. Exome-wide association study identifies a TM6SF2 variant
that confers susceptibility to nonalcoholic fatty liver disease. Nat Genet.
2014;46(4):352–6.
12. Vanni E, Bugianesi E, Kotronen A, De Minicis S, Yki-Jarvinen H, Svegliati-Baroni G.
From the metabolic syndrome to NAFLD or vice versa? Dig Liver Dis.
2010;42(5):320–30.
13. Yki-Jarvinen H. Liver fat in the pathogenesis of insulin resistance and type 2
diabetes. Dig Dis. 2010;28(1):203–9.
14. Ghouri N, Preiss D, Sattar N. Liver enzymes, nonalcoholic fatty liver disease,
and incident cardiovascular disease: a narrative review and clinical
perspective of prospective data. Hepatology. 2010;52(3):1156–61.
15. Targher G, Day CP, Bonora E. Risk of cardiovascular disease in patients with
nonalcoholic fatty liver disease. N Engl J Med. 2010;363(14):1341–50.
16. Baumeister SE, Volzke H, Marschall P, John U, Schmidt CO, Flessa S, et al.
Impact of fatty liver disease on health care utilization and costs in a general
population: a 5-year observation. Gastroenterology. 2008;134(1):85–94.
17. Hotta K, Yoneda M, Hyogo H, Ochi H, Mizusawa S, Ueno T, et al.
Association of the rs738409 polymorphism in PNPLA3 with liver
damage and the development of nonalcoholic fatty liver disease.
BMC Med Genet. 2010;11(1):172.
18. Kozlitina J, Boerwinkle E, Cohen JC, Hobbs HH. Dissociation between APOC3
variants, hepatic triglyceride content and insulin resistance. Hepatology. 2010;
53(2):467–474.
19. Yuan X, Waterworth D, Perry JR, Lim N, Song K, Chambers JC, et al. Population-
based genome-wide association studies reveal six loci influencing plasma
levels of liver enzymes. Am J Hum Genet. 2008;83(4):520–8.
20. Anstee QM, Day CP. The genetics of NAFLD. Nat Rev Gastroenterol Hepatol.
2013;10(11):645–55.
21. Yki-Jarvinen H. Non-alcoholic fatty liver disease as a cause and a consequence
of metabolic syndrome. Lancet Diab Endocrinol. 2014;2(11):901–910.
22. Volzke H, Alte D, Schmidt CO, Radke D, Lorbeer R, Friedrich N, et al: Cohort
Profile: The Study of Health in Pomerania. Int J Epidemiol. 2010;40(2):294–307.
23. Schmidt CO, Alte D, Völzke H, Sauer S, Friedrich N, Valliant R. Partial
misspecification of survey design features sufficed to severely bias estimates
of health-related outcomes. J Clin Epidemiol. 2011;64(4):416–23.
24. Kawachi I, Kennedy BP. The relationship of income inequality to mortality:
does the choice of indicator matter? Soc Sci Med. 1997;45(7):1121–7.
25. Baumeister SE, Meyer C, Carreon D, Freyer J, Rumpf HJ, Hapke U, et al.
Alcohol consumption and health-services utilization in Germany. J Stud
Alcohol. 2006;67(3):429–35.
26. Levey AS, Coresh J, Greene T, Marsh J, Stevens LA, Kusek JW, et al.
Expressing the Modification of Diet in Renal Disease Study equation for
estimating glomerular filtration rate with standardized serum creatinine
values. Clin Chem. 2007;53(4):766–72.
27. Koenig W, Khuseyinova N, Baumert J, Meisinger C. Prospective study of
high-sensitivity C-reactive protein as a determinant of mortality: results
Köpp et al. BMC Health Services Research  (2016) 16:41 Page 10 of 11
from the MONICA/KORA Augsburg Cohort Study, 1984–1998. Clin Chem.
2008;54(2):335–42.
28. Levey AS, Bosch JP, Lewis JB, Greene T, Rogers N, Roth D. A more accurate
method to estimate glomerular filtration rate from serum creatinine: a new
prediction equation. Modification of Diet in Renal Disease Study Group.
Ann Intern Med. 1999;130(6):461–70.
29. Alberti KG, Eckel RH, Grundy SM, Zimmet PZ, Cleeman JI, Donato KA, et al.
Harmonizing the metabolic syndrome: a joint interim statement of the
International Diabetes Federation Task Force on Epidemiology and
Prevention; National Heart, Lung, and Blood Institute; American Heart
Association; World Heart Federation; International Atherosclerosis Society;
and International Association for the Study of Obesity. Circulation.
2009;120(16):1640–5.
30. Schipf S, Alte D, Voelzke H, Friedrich N, Haring R, Lohmann T, et al.
Prävalenz des Metabolischen Syndroms in Deutschland: Ergebnisse der
Study of Health in Pomerania (SHIP). Diabetologie und Stoffwechsel.
2010;5(03):161–8.
31. Groll DL, To T, Bombardier C, Wright JG. The development of a comorbidity
index with physical function as the outcome. J Clin Epidemiol.
2005;58(6):595–602.
32. Marchini J, Howie B, Myers S, McVean G, Donnelly P. A new multipoint
method for genome-wide association studies by imputation of genotypes.
Nat Genet. 2007;39(7):906–13.
33. Hilbe JM. Negative binomial regression. 2nd ed. Cambridge, UK; New York:
Cambridge University Press; 2011.
34. Steyerberg EW. Clinical prediction models: a practical approach to development,
validation, and updating: Springer Science & Business Media; 2008.
35. DeLong ER, DeLong DM, Clarke-Pearson DL. Comparing the areas under
two or more correlated receiver operating characteristic curves: a
nonparametric approach. Biometrics. 1988;44(3):837–45.
36. Harrell Jr FE, Lee KL, Mark DB. Multivariable prognostic models: issues in
developing models, evaluating assumptions and adequacy, and measuring
and reducing errors. Stat Med. 1996;15(4):361–87.
37. Carpenter J, Bithell J. Bootstrap confidence intervals: when, which, what? A
practical guide for medical statisticians. Stat Med. 2000;19(9):1141–64.
38. Tian C, Stokowski RP, Kershenobich D, Ballinger DG, Hinds DA. Variant in
PNPLA3 is associated with alcoholic liver disease. Nat Genet. 2010;42(1):21–3.
39. Valenti L, Alisi A, Galmozzi E, Bartuli A, Del Menico B, Alterio A, et al. I148M
patatin-like phospholipase domain-containing 3 gene variant and severity
of pediatric nonalcoholic fatty liver disease. Hepatology. 2010;52(4):1274–80.
40. Grosse SD, Rogowski WH, Ross LF, Cornel MC, Dondorp WJ, Khoury MJ.
Population screening for genetic disorders in the 21st century: evidence,
economics, and ethics. Public Health Genomics. 2010;13(2):106–15.
41. Rogowski WH. What should public health research focus on? Comments
from a decision analytic perspective. Eur J Public Health. 2010;20(5):484–5.
42. Grosse SD, Kalman L, Khoury MJ. Evaluation of the validity and utility of
genetic testing for rare diseases. Adv Exp Med Biol. 2010;686:115–31.
43. Khoury MJ, McCabe LL, McCabe ER. Population screening in the age of
genomic medicine. N Engl J Med. 2003;348(1):50–8.
44. Rogowski WH, Grosse SD, Khoury MJ. Challenges of translating genetic tests
into clinical and public health practice. Nat Rev Genet. 2009;10(7):489–95.
•  We accept pre-submission inquiries 
•  Our selector tool helps you to find the most relevant journal
•  We provide round the clock customer support 
•  Convenient online submission
•  Thorough peer review
•  Inclusion in PubMed and all major indexing services 
•  Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit
Submit your next manuscript to BioMed Central 
and we will help you at every step:
Köpp et al. BMC Health Services Research  (2016) 16:41 Page 11 of 11
